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BACKGROUND PAPER
A survey of 26 countries
Richard Grol, Richard Baker, Richard Roberts, Barbara Booth
Implementing systems for measuring and improving 
quality is seen as one of the most important challenges 
in general practice/family medicine (GP/FM) today. 
This includes activities such as setting and implement­
ing guidelines and criteria, collecting and assessing data 
on the quality of care, improving and changing practice 
when needed, developing laws and policies for quality 
improvement, and providing training for care providers 
on quality improvement concepts and methods. These 
activities should be well planned and organised and the 
structures and conditions should be available to sup­
port the implementation of quality improvement.
Introduction
Professional organisations and policy makers in many 
countries anticipate that a systematic improvement of the 
quality of patient care will provide the solution to some 
of the important problems facing health care, Projects in­
vestigating the methods and benefits of quality improve­
ment began in the 1970s, but it is only in recent years that 
significant progress has been made in most Western coun­
tries. Laws and regulations for the implementation of qual­
ity improvement have been introduced in various coun­
tries, as have policies recommended by professional organ­
isations. Quality improvement has gradually developed 
into a new field of work and research, with its own aims 
and theories, methods, educational and research pro­
grammes, societies, working parties, conferences, and sci­
entific and professional journals.
Advances in quality improvement can also be found with­
in GP/FM. A pilot study undertaken by the European 
Working Party on Quality in Family Practice (EQuiP) in
Richard Grol, professor.
Richard Baker, director Rii Lilly Clinical Audit Centre.
s v
Richard Roberts, professor of family medicine.
Barbara Booth, general practitioner.
Department o f  C enem i P ni dice, University o f  Nijmegen, PO Box  
9/ 0/ ,  6500 HB Nijmegen, the Netherlands.
Correspondence to: Professor Richard Grol.
Submitted: 29th October 1997; accepted in revised form: 11th April 
1997.
17 European countries between '1991-1992 showed an in­
creasing level of interest in the topic, although systematic 
quality improvement had been established in relatively few 
countries at that time.1,2 That study also underlined the im­
portance of monitoring developments because of the need 
to exchange information about interesting activities 
between countries. This paper reports on a new inventory 
on the state of the art of quality improvement in GP/FM
undertaken in 1994-1995.
Methods
An explorative study was undertaken in countries with a 
reasonably well-developed health care system. Countries 
were approached for voluntary participation through 
EQuiP and through the WONCA Working Party on Qual­
ity Improvement in Family Medicine.
A structured questionnaire was developed, based on ex­
periences from the pilot study performed in 17 countries 
between 1990-19911,2 and on theories about quality im­
provement (QI).1 A combination of open and closed ques­
tions was used, measuring:
• methods for guideline development, assessment of care 
and changing practice now being used (never, occasion­
ally (incidental), or widely, in various projects);
• whether GPs are well informed on, accept the need of, 
and participate in QI (seven-point scale);
• which structures for implementing QI are in place (8 
structures, answer yes/no);
• systems for licensing and recertification of GPs in place 
(yes/no);
• requirements for implementing QI (open question to se­
lect 2 or 3 most important requirements).
QI is a relatively new concept; GPs in most countries are 
unlikely to be familiar with it, and the collection of reliable 
and representative data per country was therefore seen as 
very difficult or almost impossible at this stage. So, a step­
wise procedure was used in which the questionnaire was 
first completed by key persons in the various countries who 
were well informed on the situation in their own countries. 
The next step was that one person per country (the EQuiP 
or WONCA delegates) used the information provided by 
the key persons to complete one final questionnaire per 
country. The authors summarised the responses of the 
delegates. A preliminary draft of the results was discussed
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with the EQuiP and WONCA delegates, which led to 
amendments and additional data collection. Analysis took 
place in 26 countries.
Results
Delegates from 26 countries were willing to participate in 
this study (21 from Europe, plus USA, Canada, Australia, 
New Zealand, and Hong Kong). From these countries, 182 
key persons, on average seven per country (range 2-16), 
provided detailed information on the actual situation.
Quality improvement methods used
Methods of QI can be categorised into the development
of guidelines and criteria for good care, collection of data
on and assessment of actual care, and change of practice
routines.
First, the results on guideline setting are presented. In most 
countries, accepted guidelines were available for prevent­
ive care (23 countries out of 26) or the management of 
chronic diseases (16 countries). Less common were guide­
lines for acute conditions (8 countries), for diagnostic test­
ing, referring or prescribing (9 countries), for practice 
management (3 countries) or for patient education 
(1 country). The methods most often used in guideline set­
ting were local group discussions and the use of expert 
working parties (table 1). There was less experience with 
national or regional consensus conferences, performing 
systematic literature reviews or meta-analysis for (evi- 
dence-basecl) guideline development, testing guidelines in 
actual practice or performing surveys among practition­
ers on the value of guidelines. The dissemination of guide­
lines was usually through (scientific) journals (20 coun­
tries), courses or educational meetings (20 countries), spe­
cific newsletters or brochures (16 countries) or through 
local GP group meetings (15 countries). Other methods 
(such as audiovisual tools or trained ‘facilitators5) were 
rarely used.
Methods for assessing the quality of care most frequently 
applied were the use of outcome or morbidity data, chart 
audit, and the use of data provided by insurers (table 2). 
However, it is only in a small minority of the countries (e.g. 
UK) that data collection and assessment of care are now 
performed on a regular and systematic basis in many prac­
tices. Interesting new methodologies, such as patient sur-
Widely Occasionally Never
used used used
Local group discussions . 9 16 1
Expert working parties 8 16 2
Literature reviews/meta-analysis 3 7 16
National/regional
consensus conferences 2 17 7
Testing guidelines ín practice 2 11 13
Surveys among doctors 1 8 17
Delphi-procedures - 7 19
W idely Occasionally Never
used used used
• Outcome or morbidity data
for quality assessment 7 13 6
• Data from insurers on resource
utilisation/costs of care 5 14 7
• Patient surveys 2 16 8
• Data from pharmacists 3 13 10
• Computerised monitoring
of performance 3 13 10
• Chart audit, review of records 5 9 12
* Practice visits by colleagues or
trained observers 2 11 13
* Self-recording of performance 3 9 14
• Audio-video taping of consultations 2 8 16
* Patient complaint systems 0 10 16
• Skills testing 1 6 19
veys, practice visits or computerised monitoring, are as yet 
hardly used on a wider scale.
Methods for changing and improving practice perform­
ance most frequently applied are self-study, going to con­
tinuous medical education (CME) meetings and taking 
part in small group educational sessions (table 3). Less 
traditional methods, such as small group peer review, prac­
tice-based continuous quality improvement, feedback and 
reminder systems or the use of practice facilitators, can be 
seen in only a minority of the countries and, so far, hard­
ly on a systematic basis. However, in some countries, ex­
tensive experience has been gained with specific methods: 
guideline development (e.g. the Netherlands, Finland), peer 
review in small local groups (e.g. the Netherlands, Ireland, 
Germany, Switzerland, Sweden), facilitators (e.g. UK, the 
Netherlands), patient surveys (e.g. UK, Sweden, Australia, 
Israel) or practice visits (e.g. UK, Canada, the Netherlands, 
New Zealand). Comparing the different countries, a 
wider use of quality improvement methodologies is made 
in countries with a well-developed system for general prac­
tice (UK, Australia, Canada, the Netherlands, some of the 
Scandinavian countries) compared to countries with a less 
well-developed system for general practice care (such as 
Belgium, Germany, Italy or Eastern European countries).
Policies, structures, conditions for quality improvement 
In order to implement systematic QI in a country on a 
broad scale, a favourable culture towards QI in both gen­
eral society and the profession is required. This implies the 
existence of policies, leadership, regulations, resources and 
other conditions that will stimulate QI in GP/FM, as well 
as knowledge, skills and a positive attitude among pro­
fessionals in practice, In a minority of countries (5), gen­
eral practitioners (GPs) were reported as being well in­
formed about QI, they accept the need for it and partici­
pate. In the majority of the countries GPs feared that QI 
might be abused, for instance by health authorities (12
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Widely Occasionally Never
used used used
• Written educational
and self-study materials 21 5 0
• Courses, CME meetings 21 5 0
• Small group education 12 13 1
• Individual instruction
by 'experts' 0 16 10
• Small group peer review
or quality circles 3 12 11
• Incentives or sanctions 4 9 13
• Practice-based 'quality circles' and
'continuous quality improvement' 0 11 15
• Feedback and reminding systems 1 8 17
• Computerised interactive learning 0 5 20
• Practice support by 'facilitators' 1 4 21
countries feared this very much). The next question con­
cerned the organisations or groups which promote QI in 
GP/FM. Professional organisations of GPs promoted QI 
in about half of the countries ‘very well’; in a few countries 
the health authorities were seen as supporting QI in 
GP/FM (e.g. Norway, Australia, Sweden, Slovenia, UK, 
the Netherlands). In Finland, Czech Republic and Poland 
special boards had the responsibility of initiating QI, while 
in the USA managed-care organisations, such as health- 
maintenance organisations (HMOs), have a leading role 
in QI for GP/FM. In most countries, patient organisations 
had, so far, played a very limited role in stimulating QI. 
In many countries some structures for implementation of 
QI were in place, often within the academic departments 
for GP/FM or within postgraduate training institutes (table 
4). National networks of people interested in QI and a na­
tional board for QI in GP/FM were reported in 16 coun­
tries, while 11 countries had specific training programmes 
for QI in GP/FM and 10 countries had a legal framework 
addressing QI in one way or another. Specific limitations 
on QI activities included financial resources, staff, time and 
incentives. Only in three countries (Finland, Australia, the 
Netherlands) were many research projects on QI in GP/FM 
reported; no research in this field was reported for Es-
for licensing and recertifying GPs. Systems for licensing 
doctors as general practitioners were found in most coun­
tries: a vocational training programme had to be com­
pleted and examinations passed before practising (table 5). 
Recertification schemes, however, are not yet well de­
veloped. In a minority of countries a general practitioner 
has to work in general practice for a specific period, spend 
time on CME or pass examinations in order to be recerti­
fied. However, plans for setting up such systems were re­
ported in many countries.
Requirements
The findings of the study confirm that in most countries 
QI in GP/FM is a relatively new endeavour. Although each 
country had promising activities and a majority reported 
considerable changes in recent years - particularly in the 
field of setting guidelines and criteria, quality assessment 
activities and developing policies and structures for QI in 
GP/FM - no country was at a point at which QI is a nor­
mal part of the daily workload and performed on a system­
atic and regular basis in practices and teams. Respondents 
were asked about the priorities for implementing QI in 
their countries and to select the 2 or 3 most important 
(table 6). Priority was given to providing the necessary re­
sources for systematic quality assessment and improve­
ment (time, staff, incentives and rewards, etc.); creating a 
positive attitude towards QI among GPs (QI seen as a pri­
ority and a normal part of daily work); education on QI 
concepts and methods (specific training programmes; in­
tegration of QI into undergraduate and postgraduate edu­
cation); political support from health authorities for QI ini­
tiatives; and structural improvement of family medicine as 
a profession in health care e.g. the establishment of depart­
ments of general practice in the universities (particularly 
in southern and eastern Europe).
Discussion
Quality improvement is a new field of work in GP/FM. 
When the results of the survey, presented in this paper, are 
compared with those of a study performed in 1991-1992, 
it is evident that QI in GP/FM is still in its infancy.1,2 Never­
theless, changes have been seen since the previous survey.
Number of countries
*
*
Academic departments involved 20
National board 16
National network of interested people 16
Postgraduate training 14
Specific training programmes 11
Legal framework 10
Extra staff/ personal/ resources 3
Financial incentives 3
-  vocational training
-  examinations
-  academic postgraduate education 
Recertification as a family doctor (specialist)
-  work as a GP for a specific period
-  time spent on CME, courses, etc.
-  examination
-  assessment of clinical performance
-  assessment of practice management
22
18
14
8
4
4
0
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#
Resources: financial support, extra time/staff 
Creating a positive attitude to Q! among 
general practitioners
Structural improvements in GP/FM in the role within 
the health care system and the universities 
Education on QI concepts and methodology 
Political support: positive attitude to QI in government, 
managers, insurers
Rewards/ incentives for participation in QI activities 
Better organisation of QI implementation 
Development of indicators, tools and instruments for QI 
Other
10
8
6
5
5
5
4
4
8
More GPs in the different countries now seem to be in­
formed about and accept the need to set up quality im­
provement activities. In some countries a legal framework 
for QI has been established in recent years (e.g. Germany, 
Belgium and the Netherlands). Furthermore, networks of 
people interested in QI in GP/FM have now been estab­
lished in most countries. A large number of concrete QI 
projects have been set up and new methodologies are 
being tested. Small group peer review and quality circles, 
previously only prominent in the Netherlands and Ireland, 
are being implemented on a large scale in Germany, Switz­
erland, Belgium and Sweden.
However, the findings in this study have to be read with 
some caution. They are based on subjective estimations 
and opinions of key persons in the various countries. They 
express their views of the current situation. Because of their 
involvement and position in this field, they may have over­
estimated or underestimated the actual situation. Due to 
the fact that the field of QI is still so new for most GPs 
and policy makers in the majority of countries, it proved 
to be impossible to perform large-scale surveys among 
them. Data could only be collected by questioning some 
key persons. Confirmation by more objective methods 
was, at this stage, not possible.
Although the results should be interpreted with care, they 
nevertheless show some of the needs different countries 
have in setting up quality improvement in general practice. 
GP/FM is the first discipline able to provide such a world­
wide comparison on QI at all.
The survey results also disclosed interesting differences 
between countries in the way they are involved in setting 
up QI in GP/FM. Some countries focus on assessment and 
audit, others on guideline setting and again others on small 
group education. Some follow bottom-up approaches, in 
others the development of QI is largely top-down, stimu­
lated by governments or policy makers. These differences 
between countries seem to represent differences in cultural 
values and may reflect the organisation of society in a coun­
try, 4,5 as well as the health care system and role of GP/FM 
within that system.6,7 However, although the differences 
may be considerable, there is much in common between 
countries as far as QI in GP/FM is concerned. Opportunities 
to share strategies, approaches and experiences exist with­
in EQuiP (the European Working Party on Quality in Fam­
ily Practice) and the WONCA Working Party on Quality 
Improvement in Family Medicine (QIFM). These groups 
prepared and carried out this survey with the intention of 
exchanging experiences and expertise in this new field 
throughout the different continents.
General practice (GP) and general practitioner (GP) are the terms 
most often used in Europe for the equivalent of family medicine 
and family physician/doctor. The term family medicine is usually 
used to emphasise that in general practice, the patient is always 
regarded against the background of his or her family, and this in­
formation is taken into consideration in the development of strat­
egies. To illustrate this important aspect, the term general prac­
tice/family medicine (GP/FM) is often used.
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